Introduction
There is general agreement that delivery too early in pregnancy is a major cause of perinatal mortality, though its real influence is difficult to define.' There are several reasons for this lack of information. Confusion has arisen because the term prematurity J D BAUM, ANNE B M ANDERSON, was used initially to denote infants of 2500 g or less2 and later to denote infants born three weeks or more before term. 3 There is now wide agreement that the term prematurity should no longer be used and that babies should be described in terms of either birth weight or gestational age. 4 6 Infants born before the onset of the 37th week of pregnancy-that is, three weeks or more before the expected date of delivery-are now described as preterm. ' There are several problems associated with any analysis of perinatal mortality in relation to preterm birth. Most studies on preterm infants have used birth weight as the criteria and studied infants of 2500 g or less,8 9 yet more than 40Oe of them are born at 38 weeks or later.' "O Although gestational age is the criterion we want to use, its calculation based on the date of the last tnenstrual period is reliable only in some cases. Furthermore, while some preterm labours occur for no apparent reason, others are associated with causal factors such as multiple pregnancy, fetal abnormality, maternal infection, or antepartum haemorrhage, which themselves may be responsible for a substantial proportion of perinatal loss. Preterm delivery may also be due to deliberate obstetric intervention because pregnancy is complicated by such factors as inadequate fetal growth, rhesus isoimmunisation, or severe pre-eclampsia.
Since we know of no study where all these indices have been taken into account, we undertook the present analysis to determine the association between preterm delivery and perinatal mortality in our community by correlating the outcome for the baby not only with gestational age and birth weight but also with possible causal factors associated with preterm birth such as multiple pregnancy and maternal or fetal complications. Thirty-six stillbirths without lethal deformity occurred between the 28th and the onset of the 37th week of pregnancy and accounted for 610% of normally formed stillbirths (table I) . Most of these preterm stillbirths were macerated and only nine could be possibly classified as intrapartum deaths, although all had occurred before admission to hospital in labour. Seven of the nine deaths were due to abruptio placentae, and only two were associated with spontaneous labour: one with prolapse of the cord at 34 weeks, the other occurring for no known reason at 28 weeks in a patient with a history of recurrent abortion and a cervical suture in situ. PRETERM 
Discussion
Information on the influence of gestational age on perinatal mortality is limited.' Data for this country are derived almost exclusively from the British Perinatal Mortality Survey16 and, more recently, from the British Births Survey,'7 which did not differentiate between the various types of preterm delivery and emphasised birth weight more than gestational age. Yet gestational age, although often difficult to assess, may be more important for perinatal mortality than birth weight,' 16 and many infants of low birth weight are not preterm but growth retarded.9 15 16 We therefore examined the effect on mortality of both gestational age and birth weight in preterm infants in relation to the probable reason for their early birth. We also excluded all cases of lethal congenital abnormality from our analysis since preterm delivery would not, of course, influence mortality from this cause, which accounted for about one-third of perinatal deaths.
One out of every 20 infants born at the John Radcliffe Hospital, Oxford, during 1973 and 1974 had a gestational age of less than 37 weeks. Although they represented only 5-1% of all births (4-2% if a correction is made for twins and lethal congenital malformations), these infants were responsible for 85%" of all early neonatal deaths not due to lethal deformity. Preterm infants born alive had a chance of survival 120 times lower than that of infants born later in gestation.
When preterm labour was spontaneous, whether or not it was associated with fetal or maternal disorders or with twins, the early neonatal mortality rate was high, ranging from 81 to 118 per 1000 (table III) . Yet when preterm delivery was due to deliberate obstetric intervention the neonatal death rate was relatively low (27-5 per 1000). Although at least part of the explanation may be that elective preterm delivery tends to occur later in pregnancy than spontaneous preterm labour, spontaneous preterm labour and unexpected delivery may also influence the duration and severity of intrapartum asphyxia, which contributes to the high perinatal mortality in these infants. '8 The early neonatal mortality rate was closely linked to both gestational age and weight at birth, particularly when preterm labour was spontaneous and of unknown cause or was associated with twins. In twins all early neonatal deaths occurred before 32 weeks in infants weighing less than 1500 g. In single pregnancies the major early neonatal loss occurred early in gestation: twothirds of all deaths were before the 28th week, when none of the infants survived, whereas the risk decreased considerably thereafter. Postponing delivery in twins to 32 weeks and in singletons to 28 weeks would obviously considerably reduce early neonatal mortality in our community. This emphasises the importance of preventing or stopping preterm labour at this crucial stage of pregnancy. It is, however, often not possible to prevent impending delivery once labour has started. Of the 24 patients admitted in preterm labour of unknown aetiology and who went on to deliver before the 32nd week 12 already had a cervical dilatation of 4 cms or more on admission. Of the remaining 12 patients all but two delivered within 48 hours of admission.
Most early neonatal deaths associated with this type of preterm delivery therefore seem to be unavoidable on admission. Yet these were potentially normal infants born of obstetrically normal mothers who died because they were born too soon. Two-thirds died of hyaline membrane disease. Although some of these deaths may possibly be avoided by giving the mother glucocorticoids,19 one-third were extremely immature and weighed less than 700 g. Efforts must therefore be aimed at predicting this type of preterm labour, which seems to have no forewarning signs, so that, given appropriate prophylactic treatment, prevention may be possible. 
